MARYLAND MEDICAL ASSISTANCE PHARMACY PROGRAM
CLOTTING FACTORS STANDARD INVOICE
PATIENT CLINICAL/Rx INFORMATION

Phone: 410-767-1455 or 1-800-492-5231 Option 3

Recipient: Age On Medicare?s___No___ Otherinsurance:_
MA# : (11 digit #)- CurBady Weight: Ibs or kg
Address: Tel.#: ( ) -
Diagnosis: Hemophilia A__; Hemophilia B Hemophilia with inhibitors to Factor(s)___; vonill&brandt
List degree of severity based on Facloodlevel: iu/ml — Test date:

____ Severe (plasma Faeeels <0.01 iu/ml or <1% of normal)
____Moderate (plasma Falteels between 0.01-0.05 iu/ml or 1-5% of normal)
__ Mild (plasma Factordéssbetween 0.05 and 0.4 iu/ml or 5-40% of normal)

Name of clotting factor: Is Recipient enrolled in a clinical®(] Yes; [ No
AHF Factor VIII___ Factor IX conc.____Anti-inhibit@@oagulant Complex___ Other

Dose range: AHF IU/dose based on: AHF/kg of BW

Dosage frequency: (Ut dict not acceptable-Prn orders must havapgmoximate

% correction factor desired: % dosage frequency or specified mak/ahises);

Most recent Factor Level: Date Factor Inhibitor Level: Date:

Prophylactic use: Yes___ No___ No mban 6 doses per claim to be kept for “On-demarigior use”

All initiation and continuation of immunelerance induction therapies must be prior-auledrby the State.
MANDATORY PRICING INFORMATION
Complete and sign the following mandatory sectmmcfotting factor:

Direct price charged by manufacturer for factothapst drug: $ per unit.
All discounts, chargebacks, rebates received: $ er ymit.
Actual acquisition cost paid for the factor: $ per unit.

| attest that the above pricing information is aete. Supporting documentation as to the prigifigrmation is
available for State audits.

( ) -
Purchasing Representative’s original signatu@ate Phone #
Name of Purchasing Representative:

CLAIM INFORMATION

Service Provider # : #Tel ) - Fax# ( ) -

Provider NPI #: PharmacydNam

Date of Service: Date Written: (If possible, do not use refills lmtting factor Rx)
Days Supply: dayklse a separate Rx# per drug NDC for the same clotting factor Rx which is valid for a year.
Rx#: NDC Urats/v #vials:___ Quantity:

Rx#: NDC Urats/v #vials: Quantity::

Rx# NDC Urat$/vi #vials: Quantity:

Rx# NDC Urats/vi #vials: Quantity:

* Vialswith the same NDC although from different lot numbers must be combined and billed under the same Rx #.
| certify that the units dispensed are accuratethatdl will be monitoring the recipient’s therapy.

( ) -
Dispensing Pharmacist’s signature Date Phone #

Please attach copies of the following documentsatth Clotting Factor and High-Cost Drug Standawite and send to:
DHMH - Office of Operations, Systems and Phar macy, PO Box 2158 Baltimore, MD 21201

[0 Mandatory Pharmacist Clotting Factor Dispensing Record

[0 Mandatory Recipient-Kept Factors Administration Record (I nfusion L og).

[0 Mandatory clotting factor prescription order.

[J Mandatory proof of delivery.

[0 Mandatory copy of purchase invoice showing direct cost paid for the factor.
FOR INTERNAL USE ONLY- Approved:$ Date: / /
c\.Word\ClottingFactorsStandardinvNov08 Rejected Returned Date: / /
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INSTRUCTIONS FOR COMPLETING THE CLOTTING FACTOR STANDARD INVOICE

This form is mandatory and must be filled out bg tlispensing pharmacist when dispensing clottiotpfa. Providers
may create a template of this form for computeregated claims. Important points to note:

» The original signatures of the dispensing pharnaceid the drug purchasing agent or representatitieeo
pharmacy are mandatory on all clotting factor séaddnvoices.

» Each Rx is valid for up to 365 days of therapyfeEtive December 1, 2008, providers must assigiffereint Rx#
per drug NDC dispensed. All vials from differeat humbers but corresponding to the same NDC nwust b
combined and billed under the same Rx#. To avoidusion and claim rejections, and because thetiudnilled
for each fill is different from one month to anothié is recommended that providers do not usdl refimbers on
clotting factor claims. Make all claims the origimprescriptions. The maximum day supply allowedgiam is 34.
Claim submitted for greater than 34 days will egcted. Use the same Date of Service as the\Deteen.

» The original Rx must be filled within 120 days b&tdate written. It may be faxed directly by thegeriber to the
pharmacy but may not be called in. Any changectiffg the drug used, dosage, and dosage frequenayres a
new signed prescription. Orders written “as dedttare not acceptable and claims will be returioedlarification
of dosage. Orders written “As needed” must havagroximate dosage frequency and/or a limit omtimaber of
doses per day or per month.

» The number of units dispensed must reflect thegmsad dosage frequencies prescribed.

» Prophylactic use of clotting factors must be justifbased on the severity of disease conditioitiation and
continuation of all immune tolerance induction Hydes must be prior-authorized by the State.

Pertinent factor levels and factor inhibitor levefish updates on the recipient’s bleeding statustrbe faxed to the
Program routinely when the clinical informatioraigailable.

* Document any drug adverse effects, drug shortag#/sy any waste of medication, any unusual blegdinany
compliance issues on the Clotting Factor AdminisiraRecord.

= Submission of a copy of the factor purchase invydite Recipient-Kept Factor Administration Recdlgs clotting
factor order, the Pharmacist Clotting Factor Digpeg Record, and proof of delivery are mandatohe Tecipient,
caregiver, and/or case manager must assist thenphast with information on actual usage when retijngs refill.
All information documented on any forms must beusiate and valid as it is subject to audit by ttetes

ON-LINE BILLING INSTRUCTIONSFOR CLOTTING FACTOR AND HIGH-COST DRUG CLAIMS

Bill as one claim per Rx# per drug NDC of the sgmeduct. If the product calls for use of variouwggncies necessitating

multiple drug NDCs being dispensed, bill multiplaims, one per drug NDC, per month as called for:

1. Enter Rx number and all required data elésieSubmit claim with compound code 0 or 1.

2. Use the actual NDC for factor or high-cost drufydifferent lot numbers for the same NDC are digaeh) combine the
vials and bill under the same RX #. Create a mifieRx# for each clotting factor refill because tjuantity dispensed
on each refill may not be the same as the quamtitthe original Rx due to various assays. Paymeititbe released
based on the units billed per drug NDC.

3. Enter the usual and customary charge (U/C). Clailirdeny with NCPDP error code 75, “Prior-Authaaizon
is required”, error code M5 “Requires Man@tim-Forward paper claim to the State”, and ecade 78,

“Cost exceeds maximum- Contact ACS at 1-88P-3918" However, there is no need to call for Phe

system has been programmed to rejectgil bdst drug claims for manual pricing and reviedmy DUR

alerts and claim submission errors muselelved before the claim is rejected for manuakse. Providers

are to ship the drug provided that thepiecit's therapy is medically necessary and therest meets the

criteria for clotting factors replaceme@omplete the Clotting Factor Standard Invoice aad to OSOP, PO

Box 2158, Baltimore, MD 21203 with the reé&gd documents. DO NOT FAX CLAIMS TO THE STATE.la@n will
be returned if the required documents are missitepp all dispensing records with the original sigprescriptions on file
for six years. Payments will be manually reledsgthe State.

Questions concerning completion of this form shdaddlirected to the Maryland Pharmacy Program, Bejgat of Health
and Mental Hygiene at 410-767-5701.
c:\ Word\ClottingFactorsStandardinv&BillingInstNo&0



